gure 1. Tracheal stenosi s is reducing the lumen by approximately 80% in an anterior-posteriordimension.
A 54-year-old woman presented with a 4-year history of idiopathic subglottic stenosis. She had experienced mild dyspnea which worsened with exercise and upper respiratory infections. Her treatment had included serial observations, reflux therapy with a proton pump inhibitor twice daily, and allergy treatment.
The patient's medical history was significant for sleep apnea. She was unable to tolerate continuous positive airway pressure (CPAP) therapy. Upon evaluation in our office, it was noted that the patient had an approximately 80% reduction in the lumen of her subglottis in the anterior-posterior dimension (figure 1). As her symptoms were not improving with treatment of her reflux laryngitis and allergies, the patient elected to have surgical resection of the stenotic lesion.
Under jet ventilation, the patient underwent direct laryngoscopy and tracheoscopy with 0 and 70°e ndoscopes. The stenosis extended from the anterior superior border of the cricoid cartilag e through the first tracheal ring. Several radial incisions were made anteriorly with a CO 2 laser, leaving the posterior subglottis undisturbed. Dexamethasone was injected circumferentially; then the trachea was dilated up to a 42 Fr Jackson dilator. Mitomycin C (0.4 mg/m!) was applied along the incised surface of the subglottis for 4 minutes.
At the patient's first follow-up visit, her subglottis remained open; however, she did develop crusting at the operative site. The lumen remained larger than it had been before resection of the stenosis, but it had narrowed slightly. The patient was taken to the operating room 3 weeks after her first procedure for debridement, dilation, and injection of dexamethasone. Three weeks after her second dilation, she required another dilation and steroid injection in the operating room, which successfully maintained the luminal patency of her subglottis and trachea. Twenty months after resection of her stenotic lesion (figure 2), the patient continues to be free of dyspnea and exercise intolerance.
Traditional treatment oflaryngotracheal stenosis has LARYNGOSCOPIC CLINIC involved tr acheal resection and reanastomosis. Over the past century, this has been maint ained as the standard of care; however, even in the most experienced hands, significant mortality and morbidity are associated with this approach. The trend toward endoscopic treatment of subg lot-tic and tr acheal stenosis has been m et with resistance as it is viewed as ineffective and temporary.' Recently, reports of endoscopic resection of stenotic lesions have emerged, leading to an increase in the use of this method as first-line treatment.' Most reports include use of radial incisions made with a CO 2 laser, as in th e case pres ented here. However, many also report th e use of trach eal stents to maint ain patency.' This case report documents use of the CO 2 laser without the use of tr acheal stents. Incising the anterior portion of th e tr ache a and leaving the posterior portion intact obviated th e need for a stent and allowed for patency to persist nearly 2 years after surgery. Furthermore, the use of m itomycin C, aggressive and early repeat dilations, and serial steroid injection might have helped our patient's outcome. = 2-DAY COURSE DESCRIPTION : Th is cou rse is a compre hensive overv iew of th e new ly emerging f ie ld of endoscopic skull base surgery combin ing d idact ic sessions w ith hands-on cadaver d issection . At t h e completion of t his course, participants should be well equipped to start ut ilizing these approac hes in their own practices. Endoscopic intstruments and surgica l navigation equipment will be available t o participants for use on f resh cadavers during laboratory sessions. Participants will have an opportunity to di scuss difficult cases w ith the faculty during pa nel discussio ns. Early registration is highly recommended . 
LOCATION : Weill Corne ll

